In their recent meta-analysis, Zhong et al.
reported a 17% reduction in prostate cancer (PCa) risk when comparing highest versus non/lowest coffee consumption categories among 12 cohort studies 1 (relative risk (RR) ¼ 0.83 (95% confidence interval (CI) ¼ 0.72-0.96)). Furthermore, they observed, from a doseresponse meta-analysis, a 7% decreased risk of PCa for every two cups per day increase in coffee consumption (RR ¼ 0.93 (95% CI ¼ 0.88-0.99)). The authors also graphically presented that result in Figure 3b 1 . In the present letter, we would like to discuss two issues of that meta-analysis that we hope might draw attention to two fundamental steps of a meta-analysis: collection of the data and presentation of the results.
First, Zhong et al. 1 used in their meta-analysis crude RRs extracted from our cohort study 2 instead of multivariable-adjusted RRs, as incorrectly reported in Table 1. 1 For example, they reported a RR of 0.52 (95% CI ¼ 0.41-0.65) and of 0.55 (95% CI ¼ 0.36-0.86) for localized and advanced PCa respectively, comparing men who drank six or more cups per day with nondrinkers. In our study the risk of PCa increased exponentially with age and older men tended to drink less coffee. Therefore, one might expect some differences in the association between coffee consumption and PCa risk when further adjusting for age as well as other possible confounders. The choice of calculating crude RRs from the numbers of cases and person-years reported in Table 2 2 of our study might have depended on the authors' need of changing the reference category from '1-3 cups per day', as originally reported, to nondrinkers. A viable solution for changing the reference category of adjusted RRs using published data only is by calculating the effective number of cases and person-years for each category of coffee consumption (also known as pseudocounts) using the methods proposed by Greenland and Longnecker 3 and by Hamling et al. 4 Practically, the pseudocounts can be obtained for example using an Excel spreadsheet or a SAS macro (both available online) 4 or the R package dosresmeta (available on CRAN). 5 The Greenland and Longnecker and the Hamling methods are based on different sets of assumptions that are unlikely to be perfectly met in practice, 6 but in this particular case they gave similar results that, most importantly, also agreed with those obtained by reanalyzing the original data. For example, using the Hamling method to change the reference group to nondrinkers yielded multivariable-adjusted RRs of 0.72 (95% CI ¼ 0.56-0.91) and 0.91 (95% CI ¼ 0.59-1.38) for localized and advanced PCa, respectively (see Table 1 . A 29% reduction in PCa mortality when comparing the highest with the lowest coffee consumption category (mean range ¼ 8 cups per day) is consistent with a RR of 0.89 for every three cups per day increase in coffee consumption that we observed in a recent dose-response meta-analysis 7 (exp(ln(0.89)/3*8) ¼ 0.73). Secondly, even ignoring the aforementioned issue, we observed an inconsistency between the RR from the dose-response metaanalysis of cohort studies reported in the Results section (RR ¼ 0.93 (95% CI ¼ 0.88-0.99) for every two cups per day increase in coffee consumption) and its graphical representation (Figure 3b) . 1 In particular, the linear trend shown in Figure 3b is more consistent with a 3% (rather than a 7%) decreased risk of PCa for every two cups per day increase in coffee consumption. To give an idea on the magnitude of this discrepancy, we can for example calculate the RR for a man who drank six cups per day versus a nondrinker using the RR presented in the Results section (exp(ln(0.93)/2*6) ¼ 0.80) and the RR derived from Figure 3b (exp(ln(0.97)/2*6) ¼ 0.91). The former RR corresponds to a 20% decreased risk, whereas the latter corresponds to a more modest 9% decreased risk.
The issues we have discussed in this letter do not substantially alter the interpretation of the final results of the meta-analysis by Zhong et al. 1 However, given the importance of meta-analyses in quantitatively summarizing and describing the body of existing epidemiological evidence, and also given their intrinsic limitations, 8 it is of paramount importance that the data collection and the presentation of the results are carefully carried out.
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